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In the 2009 edition of the New Ox-
ford Textbook of Psychiatry, where the 
discipline presents itself impressively on 
more than 2000 pages, P. Pichot, Past 
President of the WPA and a long-time 
authority on the history of psychia-
try, devotes the last few paragraphs of 
his chapter “History of psychiatry as a 
medical specialty” to the discussion of a 
potential crisis in psychiatry. Psychiatry, 
as he concludes, is threatened by either 
being incorporated in other medical 
specialties or being deprived of its medi-
cal character (1). In psychiatric journals, 
the question is being discussed whether 
and how psychiatry will “survive into 
the second half of the 21st century” (2), 
and the presence of “considerable pessi-
mism and a sense of foreboding among 
psychiatrists” is being described (3). In 
many countries, a shortage of psychia-
trists is reported (4,5). The question has 
even been asked whether psychiatry 
should “exist” (6). And we are being ad-
vised by our neurological colleagues to 
abandon the term “mental illness” and 
replace it by “brain illness” (7).

What is behind such messages? Are 
they indicating only personal views or 
local problems? This is improbable. 
Why should the WPA have recently 
launched activities and projects on such 
topics as stigmatization of psychiatry 
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and psychiatrists, furthering the choice 
of psychiatry as a career by medical stu-
dents, and improving the prospect for 
early careers in psychiatry (8,9)?

So, 200 years after its birth (10), is 
there something wrong with psychiatry? 
And, if so, what is it? In order to shed 
some light on this issue, I have listened 
around, looked back on my own forty 
years as a psychiatrist and searched the 
literature for signs of a crisis, including 
the literature on professions in general. 

Psychiatry as a profession can be 
looked at with the eyes of the sociology 
of professions, which analyses the rela-
tionship of professions with society at 
large. In times of crisis, this can usefully 
supplement the inside views of the pro-
fessions themselves, which tend to focus 
on the relationship between a profession 
and its clients, including the professional 
value systems defining this relationship 
(11). From the viewpoint of sociology, 
professions in general are characterized 
by: a) ownership of a specialized body of 
knowledge and skills, which defines the 
field of competence and the scope of po-
tential clients, including the demarcation 
from other professions; b) holding a high 
status in society (both through financial 
and other rewards); c) being granted au-
tonomy (and thereby power) by society, 
e.g. in recruiting and excluding members; 

d) being obliged, in return for the above, 
to guarantee high quality standards in 
providing services (being “professional”) 
and following ethical rules (12,13). 

I will discuss here six challenges 
which are related to the first two of the 
above criteria: three challenges “from 
inside”, basically referring to the de-
creasing confidence about the knowl-
edge base of psychiatry and to the lack 
of a coherent theoretical basis; and three 
“from outside”, including client discon-
tent, competition from other profes-
sions, and the negative image of psychi-
atry. There are certainly other challenges 
– such as increasing state and insurance 
interventions, asking for improved qual-
ity of care despite growing restrictions – 
but they mostly concern medicine as a 
whole and will not be discussed here.

Challenges from inside

Decreasing confidence about  
the knowledge base: diagnosis  
and classification

Disease categories and their clas-
sification are the pervasive organizing 
principle for most aspects of medicine, 
including psychiatry as a medical spe-
cialty. Diagnoses are meant to be used 
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for making therapeutic decisions, for 
teaching purposes, for reimbursement, 
for defining patient populations for re-
search, and for statistical returns. In psy-
chiatry we have the confusing situation 
of two different internationally used di-
agnostic systems. In any member state of 
the World Health Organization (WHO), 
on discharge of a patient from hospital, 
a diagnosis from chapter V of the In-
ternational Classification of Diseases 
(ICD-10) must be selected. However, 
for psychiatric research to be published 
in a high impact factor journal, it is ad-
visable to use the Diagnostic and Statis-
tical Manual (DSM-IV) of the American 
Psychiatric Association (APA). 

The parallelism of these two major 
diagnostic systems exists since nearly 60 
years. In 1949, the sixth revision of the 
International Classification of Diseases 
(ICD-6, 14) included for the first time 
mental disorders (earlier versions cov-
ered only mortality). Three years later, 
the APA launched its own classifica-
tion system (DSM-I, 15). We have now 
arrived at ICD-10 (1992) and DSM-IV 
(1994), and the next revisions of the “big 
two” are due in a few years (DSM-V in 
2013; ICD-11 in 2014). There will thus 
be still two systems in parallel.

Such parallelism is possible because 
of the very nature of the definitions of 
most psychiatric diagnoses: they consist 
of combinations of phenomenological 
criteria, such as signs and symptoms 
and their course over time, combined by 
expert committees in variable ways into 
categories of mental disorders, which 
have been defined and redefined again 
and again over the last half century. The 
majority of these diagnostic categories 
are not validated by biological criteria, 
as most medical diseases are; however, 
although they are called “disorders”, 
they look like medical diagnoses and 
pretend to represent medical diseases. 
In fact, they are embedded in top-down 
classifications, comparable to the early 
botanic classifications of plants in the 
17th and 18th centuries, when experts 
decided a priori about which classi-
fication criterion to use, for instance, 
whether fruiting bodies or the shape of 
leaves were the essential criterion for 
classifying plants (16). 

The DSM-III approach of creating 
“operational definitions” (e.g., “2 out of 
5 symptoms” of a list must be present) 
has certainly rendered the process of 
arriving at a diagnosis more reliable, in 
the sense that we can be more sure that, 
if different psychiatrists assess a patient 
diagnostically, they will, after evaluating 
symptoms and other criteria, come more 
often to the same result. But reliability is 
different from validity. Psychopathologi-
cal phenomena certainly exist and can 
be observed and experienced as such. 
However, psychiatric diagnoses are ar-
bitrarily defined and do not exist in the 
same sense as psychopathological phe-
nomena do.

This is not new. However, whereas 
psychiatric diagnostic classification sys-
tems and disease definitions have long 
been criticized, the character of the at-
tacks has changed. Half a century ago, 
they came mainly from outside psychia-
try (e.g., 17,18). Today, while these as-
saults continue (19), discussions about 
the validity of psychiatric diagnoses are 
also getting momentum within our pro-
fession (certainly fuelled by the immi-
nent revisions of the “big two”) (20,21). 
It is no longer just the “usual suspects” 
who criticize psychiatric diagnosis and 
classification systems; the discussion has 
arrived at the heart of our profession.

For instance, psychiatrists talk about 
the “genetic deconstruction of psycho-
sis” (22), the lack of validity of psychi-
atric diagnoses despite their utility (23), 
and the poor diagnostic stability of psy-
chiatric disorders (24). From psychiatric 
geneticists one hears that they have to 
use “star war technology on bow and 
arrow diagnosis”. Recently, a prominent 
psychiatric researcher commented: “It 
has been suggested that the debate is 
political. This is not the case however, 
as solid scientific evidence pointing to 
the absence of nosological validity of 
diagnostic categories that nevertheless 
invariably are subject to paradoxical 
psychiatric reification, lies at the heart 
of the argument” (25). 

The sociologist A. Abbott has ob-
served that the control that professions 
have over their body of knowledge al-
lows them to seize new problems and 
redefine their scope of interest (26). 

With this perspective in mind, it can be 
argued that, while some psychiatric dis-
orders have some kind of “clinical va-
lidity” (e.g., bipolar disorder), the DSM 
has “fabricated non-validated psychiat-
ric diagnoses out of the general human 
predicament” (27). Psychiatry “aban-
doned the island of psychiatric disease 
and was thus engulfed in the boundless 
sea of human troubles”, as F. Redlich 
has put it more than 50 years ago when 
referring to psychoanalysis (28, quoted 
in 17). The issue whether we are able 
to “differentiate between true mental 
disorders and homeostatic reactions to 
adverse life events” (29) is more pressing 
than ever.

All kinds of rescue efforts are under 
way in relation to these threats to the di-
agnostic knowledge base of psychiatry, 
and a plethora of suggestions are being 
made: to identify “metastructures” (30), 
to supplement diagnostic categories 
with dimensional measures (21) or a 
“cross-diagnostic approach” (31), to use 
“epistemic iteration” (16), or to provide 
a “person-centered integrative diagno-
sis” (32). Recently, a group of psychia-
trists has asked for the establishment of 
a conceptual working group for DSM-V, 
pointing out that in past DSM revisions 
conceptual questions were considered 
only on an ad-hoc basis by individual 
workgroups and the task force (33). Eve- 
rything seems open.

It has also been proposed to put more 
emphasis on the clinical utility of diag-
nosis, such as ease of usage, commu-
nication, and treatment planning (34). 
However, in clinical practice, the selec-
tion of medication is only vaguely relat-
ed to diagnosis (e.g., antidepressants are 
used across a wide range of conditions) 
(35), and in community mental health 
services, diagnoses are mainly used for 
channelling resources, and different 
classifications are employed for dealing 
with clients in everyday work (36).

The threatening bottom line of these 
discussions is that, if our diagnostic cat-
egories have not been valid until now, 
then research of any type – epidemiolog-
ical, etiological, pathogenetic, therapeu-
tic, biological, psychological or social 
– if carried out with these diagnoses as 
inclusion criterion, is equally invalid.

021-028.indd   22 26-01-2010   15:58:33



World Psychiatry 9:1 - February 2010 	  23

Decreasing confidence about  
the knowledge base: therapeutic 
interventions

We are living in the era of evidence-
based medicine (37). Based on meta-
analyses and systematic reviews of care-
fully selected methodologically sound 
studies, guidelines for practice are pre-
pared and become prescriptive – we 
can no longer accept clinical experience 
alone. But how sure can we really be of 
our treatment decisions?

When in 2008 a meta-analysis of 
antidepressant medication studies was 
published (38), with the main message 
that in mild and moderate depression 
antidepressants are no better than pla-
cebo, the result went around the world 
immediately – the special “kick” for the 
media being that the authors had in-
cluded in their meta-analysis also those 
studies which had not been published 
(but submitted to the US Food and 
Drug Administration). A related study 
corroborated these findings (39), lead-
ing to some discussion within psychia-
try (40). The fact that trials with positive 
findings are published more often and 
more quickly than those with negative 
findings has become a serious concern 
not only in psychiatry, but in the whole 
field of medicine (41).

In a different development, the ran-
domized controlled drug trials in schizo-
phrenia had been criticized for their lim-
itations, and “pragmatic” or “real world” 
trials had been proposed (42). When 
such real world pragmatic trials were 
carried out, the superiority of the second 
over the first generation antipsychotics 
could not be reproduced (43,44). 

It is evident that such results increase 
uncertainty, even more so because – 
given the lack of validity of psychiatric 
diagnoses and the difficulties in obtain-
ing homogeneous samples of patients – 
they do not imply that the original stud-
ies were wrong and the new ones are 
correct. When attempting to establish 
evidence-based guidelines for clinical 
practice, we face an inherent contradic-
tion in the methodology of randomized 
controlled trials: striving for internal va-
lidity leads to highly selected samples, 
meaning that the results cannot be eas-

ily generalized to the real world, while 
looking for a high representativeness of 
the study samples generates method-
ological biases (45,46). It has been sug-
gested in this context to have two par-
allel assessments of evidence: the usual 
evidence of efficacy of intervention stud-
ies, and “corroborative” evidence as-
sessing the transferability of results into 
the real world (47,48). A related issue is 
that polypharmacy and combinations of 
treatments are common in clinical prac-
tice (49), whereas most evidence is avail-
able only for monotherapies.

In addition to these problems, the 
conflicts of interest arising from the rela-
tionship between doctors and industry 
(50) are creating further doubts. “Ghost-
writing” has recently received increased 
attention as a “credibility” issue, in the 
scientific community (51) as well as in 
the media and from politicians (52). If 
we add concerns about psychothera-
peutic interventions and their unintend-
ed side effects (53,54), we, our patients 
and the public must get increasingly in-
secure about the trustworthiness of the 
proofs that our professional interven-
tions work appropriately.

 

Lack of a coherent theoretical basis 

“Ask three psychiatrists and you get 
four answers”. I have heard this in many 
variations from politicians and health 
administrators, as an excuse for doing 
nothing, whenever I tried to get them to 
improve psychiatric care and increase 
resources. Over-valued beliefs and nos-
trums are not uncommon in medicine, 
but perhaps nowhere do so many differ-
ent ideologies flourish as in psychiatry.

It is a truism that psychiatry is split 
into many directions and sub-directions 
of thought. Considering that a common 
knowledge base is a core defining cri-
terion of any profession, this split is a 
considerable threat to the coherence of 
our profession. Textbooks usually cover 
all aspects (55), and integration is freely 
advocated, but not pursued in any prac-
tical way. There are worldwide associa-
tions for biological psychiatry, psycho-
therapy and social psychiatry which all 
claim better patient care as their main 

aim (often with strong relations to or co-
operation with neighbouring disciplines 
and professions). Each approach has its 
own body of knowledge, conferences 
and journals. The tone with each other 
is getting increasingly irritated (56-60), 
not the least also because of resource 
implications (61).

After having lived and worked for 
some time with a specific mind-set, and 
seeing only restricted groups of patients, 
it is difficult or impossible to change. 
This was true also for our forefathers, 
who developed their concepts in spe-
cific settings – for example, E. Kraepelin 
working mainly with psychotic patients 
in mental hospitals, and S. Freud work-
ing mostly with neurotic ones in private 
practice, each of them with no or very 
limited experience of the other setting 
– and so came up with completely dif-
ferent ideas (62). It is indeed difficult to 
stay abreast of all aspects of psychiatry, 
although the professional associations 
(such as the WPA) regularly organize 
congresses where all kind of profession-
al knowledge is available.

The danger of splitting or being ab-
sorbed by other professions (1) is tell-
ingly illustrated for US psychiatry by 
the divide between the “two cultures” of 
biological psychiatry and psychotherapy 
as described by a neutral scientist from 
outside (63) and by the mutual stereo-
types of “mindless” and “brainless” (64). 
Guidelines usually stress the combina-
tion of both approaches, but reimburse-
ment systems do not favour such inte-
gration.

Challenges from outside

Client discontent

While criticism of psychiatry by pro-
fessionals has been around for a long 
time (17,18) and still continues today 
(65), discontent with our profession is 
been increasingly voiced also by our 
“clients”, the patients. Whereas criticism 
within a profession can be regarded as 
contributing to its dynamic develop-
ment, discontent of clients with a pro-
fession may be detrimental. 

Over the last few decades, I have 
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seen several new terms coming up for 
our patients. First it was “client”, then 
“consumer” (implying that one claims 
one’s right to receive adequate services). 
Then “user” or “service user” appeared, 
a term which is difficult to translate from 
English into many other languages, but 
seems to be quite common nowadays in 
the English speaking world, also among 
professionals and even in government 
documents. These names in themselves 
imply a change in the relationship be-
tween doctor and patient, with the tradi-
tional “asymmetric” paternalistic model 
being outlived by new, more symmetri-
cal ones (like the “informative”, “inter-
pretative” and “deliberate” models) (66). 
Also, by replacing the word “patient”, 
these terms are indicating a distance to 
medicine. Finally “ex-user”, “ex-patient” 
and “survivor of psychiatry” came on the 
scene, indicating complete detachment 
from psychiatry.

“Discontent” covers a broad spec-
trum, from the “survivor of psychiatry” 
concept (67), which implies that psy-
chiatry should not exist at all, to other 
forms of discontent, criticizing psychia-
try “as it is” (68). Today the Internet al-
lows persons having undergone psychi-
atric treatment to exchange their experi-
ences. And there are quite a few negative 
experiences, in addition to positive ones, 
which are all made public in personal 
stories worldwide (e.g., 69,70). Topics 
raised are manifold, and range from di-
agnosis to pharmacological treatment, 
from compulsory measures to neglect of 
quality of life issues. Also family mem-
bers (in the English speaking world now 
called “carers”) voice discontent with 
psychiatry, although often from a differ-
ent perspective than the users.

Self-help organizations on mental 
health issues are established every-
where, organized by “clients” (71) and 
by “carers” (72). Such associations have 
become relevant not only in terms of 
“empowerment” and “self-confidence” 
of their members, which is enacted also 
in conferences and in creating training 
and consultancy companies (e.g., 73), 
but also at the political level, where, de-
pending on the cooperation of health 
politicians and administrators, they can 
participate in the planning process.

Many user groups and organizations 
focus today on the concept of recovery 
(74), which is increasingly advocated as 
the guiding principle for mental health 
policy in many English-speaking coun-
tries. Some experts claim this is only 
a “rhetorical consensus” and point to 
the need of distinguishing “clinical” vs. 
“personal” recovery”(75), and recovery 
as “outcome” vs. recovery as “process”. 
Also, misunderstandings arise when the 
word is translated into other languages. 

The focus on clients’ needs and in-
clusion is now supported by documents 
of international organizations such 
as the Unites Nations (76), the Euro-
pean Commission (77), the Council of 
Europe (78), and the WHO (79). The 
psychiatric profession has also contrib-
uted to this perspective: for instance, 
guidelines for “better mental health 
care” have been produced, giving equal 
importance to “ethics”, “evidence” and 
“experience”, including the experience 
of users (80), and the quality of life issue 
has been taken up (81). But client criti-
cism continues. 

 
Competition from other professions

As Abbott (26) has observed, pro-
fessions, in addition to defining their 
knowledge base and expanding their 
scope of competence, are watchful 
against interlopers. In the post-modern 
era, with its growth of a culture of pro-
fessional expertise (82), there are more 
and more ”intruders” into the territory 
which psychiatry claims for itself. And, 
unwittingly or wittingly, in order to at-
tract patients, they often make use of the 
stigma associated with being treated by 
psychiatrists.

On the medical side, it is neurologists, 
general practitioners and doctors who 
practice alternative medicine who com-
pete with psychiatrists. For instance, in 
many countries, the volume of prescrip-
tion of antidepressants is much larger 
in general practice than in psychiatry. 
Neurologists understandably claim or-
ganic brain syndromes for themselves, 
but depending on the reimbursement 
system they also treat psychiatric pa-
tients in many countries. 

Psychologists, psychotherapists and 
clinical social workers constitute further 
large professional groups who compete 
with psychiatrists. In Austria there are 
around 10 times as many officially rec-
ognized clinical/health psychologists/
psychotherapists as psychiatrists. In the 
USA, by 1990, 80,000 clinical social 
workers were active in the psychiatric 
socio-psychological domain, a quarter 
of them in private practice (1). Psycholo-
gists do not only compete in the psycho-
logical and psychotherapeutic sector: in 
the USA, for instance, according to the 
APA, since 1995 bills to grant prescrib-
ing privileges to psychologists have been 
considered one hundred times in 23 dif-
ferent states. They have been defeated 
96 times, but New Mexico, Louisiana, 
Wisconsin and Oregon have enacted 
relevant legislation (83). 

There are also more systematic chal-
lenges, such as the “Improving Access 
to Psychological Therapies” programme 
in England, where 3,600 “psychological 
therapists” are being trained in cognitive 
behavioural therapy (84). Also, a gov-
ernment document in England on “New 
Ways of Working” (85) gives psychia-
trists more of a supervising role, while 
upgrading other professions in the men-
tal health services with regard to direct 
patient contact. Given the lack of psy-
chiatrists in developing countries, this 
is exactly proposed for them (86). This 
proposal creates a dilemma, expressed 
tellingly by an English psychiatrist as 
follows: “Psychiatrists must continue to 
see patients, also in the first line and not 
just as supervisor. If we, as consultant 
body, see a small number of cases, while 
supervising others who are seeing vastly 
more people than ourselves, it is only a 
matter of time before we lose respect, 
credibility and competence” (87). 

How do we respond to these devel-
opments? How to keep the balance 
between our own identity and the iden-
tity of other professions, in a field where 
overlap is common and increasing? 
How can cooperation be organized in 
a satisfying way? Fundamental issues 
come up here, such as private enterprise 
vs. public employment, single handed 
vs. group practices, responsibility and 
risk management, as well as hospital vs. 
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community treatment. Team work war-
rants special attention (88).

Negative image

I think of myself as a rather average 
looking and behaving person. In so-
cial contacts with new people outside 
my professional milieu, it becomes un-
avoidable after some time to disclose my 
profession. And I often meet with disbe-
lief: “You are a psychiatrist!?”. I am not 
always sure what people mean by this, 
but I have come to take it as a compli-
ment. What on earth, do they think a 
psychiatrist looks like and behaves?

 Every psychiatrist knows it and has 
experienced it: there is something spe-
cial about our profession, in terms of 
how people view us. The portrayals of 
psychiatric treatments in films are rarely 
positive (89) and a number of stereo-
types circulate about us, not least in 
jokes, such as the “nutty professor”, the 
“analyst” and the “aloof interrogator” 
(68,90). Some of these stereotypes might 
go back to a time when psychiatrists 
were still mainly working in large men-
tal hospitals, away from normal life, and 
it was deemed that by this they become 
strange persons themselves and not very 
different from their patients (91).

It has been suggested that such im-
age factors may play a role in the deci-
sion of medical students not to choose 
psychiatry as a specialty (92) or for early 
drop-out from a psychiatric specialty 
training career (93): doctors who had 
started a training career as a psychiatrist 
in England, but had broken it off, agreed 
most frequently with the statement that 
psychiatry had a poor public image and 
that they were not sufficiently respected 
by doctors in other disciplines.

Concerning patient contacts with 
psychiatry, a case vignette-based general 
population study in Germany found that 
only a minority of interviewees recom-
mended to see a psychiatrist as the first 
choice (94). Similar results were report-
ed in Austria and Australia (95). Prob-
ably people fear that, after having been 
in contact with us, they might be stigma-
tized and discriminated, if this becomes 
known. There is a considerable desire 

in the general population for social dis-
tance from people with mental disorders 
(96), and stigma and discrimination are 
well documented (97). This is known 
by anyone who develops psychologi-
cal problems and considers to ask for 
professional help. Also, people might 
assume that psychiatrists (in contrast to 
psychologists and psychotherapists) will 
treat them mainly with medication, and 
the majority refuses this: in the Austrian 
survey, the large majority recommended 
primarily psychotherapy, even for de-
mentia, where this percentage amounted 
to 73% (95). 

The “stigmatization” of psychiatrists 
is under-researched (98), if compared to 
the stigmatization of our patients. There 
might also be a more complex relation-
ship between these two topics. It has 
been suggested that the members of the 
psychiatric profession can simultane-
ously be stigmatizers, stigma recipients 
and powerful agents of de-stigmatiza-
tion (99). With so many open questions, 
it is understandable that the WPA is 
currently funding a research project on 
“stigmatization of psychiatry and psy-
chiatrists” (9). 

Where is psychiatry going 
and who is going there?

According to information received 
from the WPA Secretariat, there are 
more than 200,000 certified psychiatrists 
around the world in WPA’s 134 Mem-
ber Societies. There are regional differ-
ences, especially a large divide between 
developed and developing countries. It 
is therefore difficult to draw a general 
picture of a trend for the development of 
the psychiatric workforce. Factors which 
influence it are manifold and situations 
in various countries are very different. 

In general, however, a decline of re-
cruitment into the profession seems to 
take place. And while forecasts in many 
countries show that the demand for psy-
chiatrists (100), or at least for psychiatric 
services (101), will grow, above all also 
in developing countries (86), there are 
doubts whether we as a profession will 
be able to meet this demand. The WPA 
has consequently initiated activities in 

order to promote the choice of psychia-
try as a career by medical students and 
to make the specialty more attractive by 
improving the prospect for early careers 
in psychiatry (8,9). 

In the US, the number of medical 
students choosing psychiatry as a career 
had been in decline over more than two 
decades in a study published in 1995 
(102). A 2009 report gives a more opti-
mistic picture, but over 30% of psychia-
trists in residency training are interna-
tional medical graduates (101). In Eng-
land, in 2008, general psychiatrists were 
on the “national shortage occupation 
list” of the Migration Advisory Com-
mittee (which facilitates international 
recruitment) and 80% of trainees sitting 
on the MRCPsych examination were 
international medical graduates (100). 
The Royal College of Psychiatrists in the 
UK sees “recruitment into psychiatry at 
a crisis point” (103).

In developing countries, there is defi-
nitely a shortage of psychiatrists, with 
for instance only one psychiatrist for 
640,000 population in Pakistan (4). A 
WPA task force has discussed the “brain 
drain” from developing to industrialized 
countries (mainly the US, the UK, Can-
ada and Australia) (104). In addition to 
other motives, it is quite obvious that a 
shortage of psychiatrists in industrialized 
countries facilitates this brain drain.

Some reasons for a decline in recruit-
ment may be only of local relevance, 
such as changes in the training curricu-
lum, long working hours, unpaid extra 
hours, low salaries or overload with 
administration. The divide between the 
public and the private sector, with the 
latter getting more and more attractive in 
many countries, might become increas-
ingly important in the future. In Austra-
lia, it seems to be the lack of psychiatrists 
in the public sector which has led to an 
influx of psychiatrists from Africa, India 
and China (105). In Germany, a short-
age of psychiatrists working in inpatient 
settings has developed, partly because 
the Netherlands and Switzerland offer 
better working conditions (5). 

Recruitment into psychiatry is a com-
plex process, depending on attitudes of 
medical students, the image of psychia-
try, the availability of posts, and other 
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factors (106). One reason for the decline 
of recruitment into psychiatry, which 
comes up again and again (92,93,107), 
is medical students’ and early dropouts’ 
negative perception of the field of psychi-
atry, relating to lack of intellectual chal-
lenge, doubts about the effectiveness of 
psychiatric treatments, poor opinions of 
peers and faculty about psychiatry, and 
low prestige of psychiatry within medi-
cine, while fear of violence might also 
be an issue (108). In a recent study, UK 
medical graduates who initially chose 
psychiatry but did not pursue it as a ca-
reer, reported low status of psychiatry 
within the medical disciplines, little or 
no improvement in many patients and 
the lack of an evidence base for diagno-
sis and treatment as important reasons 
for quitting (93). Some argue that re-
cruitment could be improved by giving 
psychiatry a clearer neuroscientific iden-
tity (56,57,109). But it can also be argued 
that the opposite might be true (59). 

Obviously, the identity of a profes-
sion and its status within medicine and 
in society are important recruitment in-
centives and disincentives – hence the 
title of this section, “Where is psychiatry 
going and who is going there?”, taken 
from an article in Academic Medicine 
(110) relating recruitment into US psy-
chiatry to its changing jurisdictional 
boundaries and to the ambiguities of its 
overarching conceptual framework. But 
where is psychiatry going? 

The future of psychiatry

Many would argue that our discipline 
has gained in status by a tremendous 
increase of  knowledge acquired over 
the past decades. However, there are 
indications that psychiatry’s diagnostic 
and therapeutic knowledge base is in a 
credibility crisis and that the coherence 
of our discipline is threatened by the 
existence of de facto ideological sub-
groups. In addition, we are increasingly 
criticized by our patients and their carers 
(with the Internet offering new possibili-
ties for that purpose); other professions 
are more and more claiming segments of 
our field of competence; and our image 
in society and in medicine is less positive 

than many of us might think. Thus, for 
an outside observer, many of the criteria 
which define a profession are in jeop-
ardy.

Nevertheless, some authors are quite 
confident that psychiatry will survive. 
P. Pichot, who considers psychiatry as 
threatened of “being incorporated in 
other medical specialties or being de-
prived of its medical character”, con-
cludes – from a long-term historical 
perspective – that the crisis of psychiatry 
is “just another transitory episode in its 
history”(1). And the author of the above 
mentioned article in Academic Medi-
cine (110), after analysing at length the 
difficulties psychiatry is experiencing, 
expresses trust that “art is long, life is 
short, but psychiatry will surely endure”, 
basing his confidence on the “rich intel-
lectual milieu” and a “controllable life 
style” which future trainees might be 
able to expect. But can we just trust in 
the repetition of history and the poten-
tial attractiveness of an intellectual mi-
lieu, let alone the promise of a control-
lable life style (111)?

The conclusion that “art is long, life 
is short, but psychiatry will surely en-
dure” (110) is followed by a small but 
decisive postscript showing the author’s 
ambiguity: “It simply isn’t clear in what 
form or with whom that is mostly to oc-
cur”. There is no doubt that psychiatry 
offers services which are needed by soci-
ety. But it is not clear whether it will do 
this in the future as a single profession 
(albeit with sub-specialities, e.g., foren-
sic, child and adolescent, geriatric) and 
in cooperation with other professions, 
or whether it (or parts of it) will suffer a 
more or less “hostile takeover” by other 
professions. 

Within psychiatry, partly as a reac-
tion to the challenges discussed above, 
a process of “cream skimming” can be 
observed, with substantial subgroups of 
our profession concentrating on specific, 
intellectually and financially more re-
warding segments and treatments, which 
often also imply lower stigma, higher 
status, better career possibilities in aca-
demia, and a more controllable life style, 
thereby leaving to others less rewarding 
tasks, such as caring for suicidal and vio-
lent patients or for those with persistent 

mental disorders or drug and alcohol 
dependence. A related general process 
which furthers the centrifugal tendencies 
in psychiatry is the demise of the general-
ist and the rise of the specialist in mod-
ern society, with the latter usually having 
more prestige and financial rewards, but 
often functioning according to the pat-
tern “I have an answer, do you have a 
question?” – leaving those who need ser-
vices without orientation.

If psychiatry is to persist as a profes-
sion, it needs to have a conceptual cen-
tre. What this might be in the future is not 
clear. The traditional strengths of psychi-
atry – clinical experience, a comprehen-
sive knowledge of psychopathology and 
skills of communication with affected 
persons – might get lost as a common 
denominator in today’s environment of 
specialization and it has been suggested 
that a “renaissance of psychopathology” 

might be necessary (112). Efforts are un-
derway by professional bodies to define 
the profile of a psychiatrist in terms of 
a psychiatric generalist (113,114). It is 
worthwhile to join such discussions on 
a larger basis. However, they should be 
supplemented by a thorough and open 
analysis about the motives why psy-
chiatrists work in specific contexts and 
propagate specific approaches, i.e. by an 
analysis of the incentives and interests 
behind the visible roles psychiatrists play 
today in different contexts.
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